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www.sciencedirect.comLetter to the EditorPrimitive neuroectodermal tumor masquerading
meningiomaFigure 1 MRI BRAIN Axial Post contrast T1w images show the lesion, lytic destruction of adjacent squamous temporal bone w
associated overlying extra calvarial sub galeal dome shaped solid component. Lesion shows heterogeneous enhancement due to a
necrosis. Mass effect signiﬁcant_ mid line shift of 13 mm to right with sub falcine as well as uncal herniation. Severe mid
compression.
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Extracerebellar occurrence of primitive neuroectodermal
tumors (PNETs) is uncommon and mostly it is supratento-
rial intraparenchymal and less frequently in the spinal cord
[1–5]. An 18 year old male patient presented with a gradu-
ally progressive swelling over his right temporal region of
4 months duration. He had one episode of generalized
tonic–clonic seizures 9 months ago. He was started on anti-
convulsants but not investigated further. There was no his-
tory of fever, trauma or altered sensorium. There was no
papilledema, cranial nerves were normal. There were no
focal neurological deﬁcits. He showed a left temporal extra
axial 88 mm · 77 mm · 47 mm solid signal intensity lesion
with a broad based attachment to the dura, and lytic
destruction of adjacent squamous temporal bone with an
associated overlying extra calvarial sub galeal dome shaped
solid component. Lesion shows heterogeneous signals and
enhancement due to areas of necrosis. A focal breech was
noted in the dura with a possible adjacent left temporal lobe
invasion, with a T2 hyper intense edema in the compressed
left temporal lobe (see Figs. 1 and 2). Though the MRI
showed bone destruction, X-ray skull or a CT scan wasnot done, it has been planned as a later investigation, for cra-
nioplasty. The patient underwent left temporal craniotomy
and total excision of the tumor. Intraoperatively, the lesion
was vascular, with attachment to sphenoid ridge; some part
of the lesion had involved the dura and the bone Fig. 3. It
was having its blood supply from the bone and the dura.
The surgical histopathology revealed cellular malignant small
round (Blue) cell tumor composed of syncytial aggregates
and lobular sheets of fairly monotonous appearing small
round cells having round to oval hyperchromatic nuclei, ﬁnely
stippled chromatin and smooth nuclear membranes with pale
amphophilic to eosinophilic cytoplasm and indistinct margins.
An occasional cell showed nucleoli. The minimal interstitial
stroma revealed congested blood vessels, conﬂuent foci of
coagulative ischemic necrosis and few foci showing pseudo-
rosettes. Overall the entire tumor showed scattered mitosis,
however no endothelial – lined space invasion was seen. The
immunohistochemistry proﬁle showed the tumor cells to
express CD 99 and was immunonegative for cytokeratin,
EMA, desmin, GFAP, synaptophysin & LCA – concluding
it to be Primitive neuroectodermal tumor (PNET). The
patient made uneventful recovery in postoperative period
without any neurological deﬁcits.ith an
reas of
brain
Figure 2 MRI BRAIN Coronal Post contrast T1w and Coronal T2w images show a left temporal extra axial 88 mm · 77 mm · 47 mm
solid signal intensity lesion with a broad based attachment to the dura, and lytic destruction of adjacent squamous temporal bone with an
associated overlying extra calvarial sub galeal dome shaped solid component. Lesion show heterogeneous signals and enhancement due to
areas of necrosis. A focal breech was noted in the dura with a possible adjacent left temporal lobe invasion, with a T2 hyper intense edema
in the compressed left temporal lobe.
Figure 3 Intraoperative picture shows the lesion was involving
the dura as well as the sphenoid bone. The lesion was extradural
but also there was intradural spread. Blood supply of the lesion
was from the sphenoid ridge and the dura.
182 Letter to the EditorExtraparenchymal primitive neuroectodermal tumors can
present either with diffuse involvement of the cranial and spinal
lepto-meninges (no primary intraparenchymal or meningeal
tumor) [2,6,7] or can present as a localized dural-based mass
that can mimic meningioma [2,8–10]. Meningeal localization
of primitive neuroectodermal tumors is extremely uncommon
with only few reported cases in the literature [3,2,6–12].
Although involvement of the bone can be seen as erosive lesion
of plain skull radiographs [13] CT and MR imaging (with con-
trast administration) will provide greater details of the lesions
[1,14–16]. Based on clinical and imaging appearances it is difﬁ-
cult to suspect the diagnosis of PNET and only the histological
ﬁndings can conﬁrm the diagnosis of these rare lesions[1,10,11,17]. Fortunately we performed the total excision of
the tumor as for any other meningioma which is also a recom-
mended option for the PNET [1,10,11,17]. In spite of the early
and aggressive interdisciplinary adjuvant treatment even after
complete neurosurgical resection PNETs show much more
aggressive behavior and have poorer outcome [1,10,18–22].
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